Severe combined immunodeficiency (SCID) is a term for a group of life-threatening immune disorders caused by at least 15 different single genes.
1,2 The incidence of SCID varies all over the world, and it is higher in countries where consanguinity is culturally accepted. Data from Saudi Arabia show SCID as 1:5,000 live births while those from the United States report an incidence of SCID rate of 1:5,00,000. 3, 4 In Canada, SCID was traditionally considered a rare condition, but increased international migration may change this perception.
5
Clinical presentation of SCID is very diverse. Immediately after delivery, affected infants may look well as the defect in their immunity is partially compensated by maternal antibodies. 6 When this protection wanes during the first months of life, infants with SCID became extremely susceptible to both common (bacterial, viral, and fungal) and opportunistic pathogens. Thus, SCID is usually diagnosed after an infant has already acquired potentially life-threatening infection.
6,7
The only way to prevent the fatal outcome in these infants is early hematopoietic stem cell transplantation (HSCT) or, in some cases, gene therapy. Early initiation of treatment is crucial in decreasing both mortality and morbidity. [6] [7] [8] During the first 3 months of life, HSCT is associated with a 95% rate of survival, while for older infants' survival after similar therapy reduces to 50%. 6, 9 Another serious risk of delayed SCID diagnosis is possible to overlap with vaccination when regular live vaccines as rotavirus or oral poliomyelitis could be lethal for infants with immunodeficiency.
10
Therefore, timely diagnosis of SCID is a pediatric emergency. 3, 6 In the last decade, the United States and some Canadian provinces made SCID screening a part of routine NBS to facilitate appropriate use of preventive measures (prophylactic antibiotic and immunoglobulin replacement therapy) as well as avoidance of live vaccines. 6, 11, 12 As this screening is not universally administered all over North America, clinical awareness of possible SCID symptoms in a newborn is of high importance.
Abstract
Healthy looking newborns may have severe combined immunodeficiency (SCID), and neonatologists frequently are the first physicians to encounter these patients. Physicians usually have a high index of suspicion for this condition in presence of certain risk factors (unexplained infants' deaths, consanguinity); however, >80% of infants with SCID have no positive family history. A timely diagnosis of this condition is crucial in decreasing both mortality and morbidity. The only way to detect SCID prior to the onset of infections is newborn screening (NBS). In term infants, NBS has 99.99% sensitivity for SCID, with no false negatives. In preterm infants, screening is less accurate due to a lack of standard T cell receptor excision circle (TREC) values in this age group. We report a case of SCID in term infants born to consanguineous parents who were presented with clinical and laboratory findings of erythroderma, severe infection, failure to thrive, eosinophilia, and elevated immunoglobulin E (IgE) together with immunodeficiency. A timely diagnosis was followed by successful hematopoietic stem cell transplantation (HSCT) therapy.
Case Report
Our patient is the first child of young consanguineous South Asian parents with no significant past medical history. Family history from both sides was unremarkable. Mother had regular prenatal follow-ups and used folic acid and prenatal vitamins. Her serologies were protective, and her regular fetal ultrasounds were assuring. She had no history of infections, flu-like symptoms, skin rashes, fever, or any other medical concerns during pregnancy. At 40 weeks of gestational age (GA), the mother went into labor, but was delivered by emergency cesarean section in view of fetal heart abnormalities and failure to progress. Her membranes were ruptured for 1 hour; amniotic fluids were with thick meconium. A male infant was delivered with a birth weight of 3,700 g, and APGAR score was 9 and 9 at 1st and 5th minute. Shortly after the delivery, the newborn developed respiratory distress and was admitted to the neonatal intensive care unit (NICU) with a provisional diagnosis of meconium aspiration. At the time of admission, the infant was active, alert, not toxic, and not lethargic, with moderate tachypnea. His general examination was remarkable for generalized erythematous rash over the scalp, trunk, and limbs with dryness and desquamations on flexor area, no rash over the palms and feet, no pustules, vesicles, pigmentations, discharge, or erosions. Chest X-ray was done on admission (►Fig. 1) and showed typical for meconium aspiration picture of bilateral diffuse grossly patchy opacities (atelectasis and consolidation) and hyperinflation of lungs. There was no visible thymus shadow that was explained as a shrinkage secondary to delivery stress.
Sepsis work-up was done in view of clinical presentation, complete blood count (CBC) and differential showed mild eosinophilia, blood culture was reported as negative, and antibiotics were discontinued after 48 hours. His respiratory symptoms resolved within 12 hours after admission. There were no changes in skin rash appearance. Dermatology consultation was requested, and ichthyosis was suspected. Infants were started on humidification and emollient therapy and were referred for a diagnostic skin biopsy. Skin biopsy was performed on the day of life (DOL) 24 and showed mild hyperkeratosis with focal parakeratosis, overlying diffuse mild epidermal spongiosis, and absence of the granular layer. All these findings were non-conclusive for ichthyosis.
New concerns arose in the first month of life were decreased oral intake, frequent watery stools (10-12 times a day), and progressive weight loss (at the age of 1 month, his weight was 10% below his birth weight). He was admitted to a hospital with failure to thrive (FTT), diarrhea, and lethargy. On admission, he was hypoxemic (peripheral capillary oxygen saturation [SpO 2 ] of 70% on room air [RA]). Severe erythematous and the exfoliative rash was noted all over the scalp, face, body, and limbs. Full sepsis work-up was done, CBC showed significantly elevated white cell count with eosinophilia, and blood culture came positive for methicillin-resistant Staphylococcus aureus (MRSA) at 18 hours. CBC values are as shown in ►Table 1.
Chest X-ray was remarkable for absent thymus shadow (►Fig. 2).
Immunology consultation was requested, and screening for immunodeficiency was performed (►Tables 2 and 3). It revealed dysimmunoglobulinemia with significantly elevated levels of Immunoglobulin E (IgE), and low levels of immunoglobulins G (IgG) and M (IgM). Further genetic testing confirmed recombination activating gene 2 (RAG2) gene mutation. Combination of clinical and laboratory findings of erythroderma, severe infection, failure to thrive, eosinophilia, and elevated IgE together with immunodeficiency and RAG2 gene mutation met the diagnostic criteria of T cell-negative, B cell-negative, natural killer-positive (T-B-NK þ ) SCID consistent with Omenn syndrome.
Complex treatment was started as a preparation for HSCT therapy: cyclosporine and prednisone were started on DOL 31 to target clonal T cell population, Septra was started as Pneumocystis jiroveci pneumonia (PJP) prophylaxis, and fluconazole as fungal prophylaxis. Skin lesion improved within the first week of treatment, diarrhea and feeding intolerance resolved, and infant started to gain weight. Human leukocyte antigen (HLA)-typing found the mother to be 10/10 match bone marrow donor, and he underwent successful HSCT therapy.
Discussion
Healthy looking newborns may have SCID, and neonatologists frequently are the first physicians to encounter these patients. Maternal immunoglobulins, both transplacental IgGs and breast milk IgAs, can protect newborn from common infections in the first months of life.
3 As this protection wanes by the age of 3 to 4 months, rising symptoms of immunodeficiency (erythroderma, hepatosplenomegaly, lymphadenopathy viral and fungal pneumonitis, opportunistic infections [Pneumocystis, CMV, and parainfluenza], chronic diarrhea, and failure to thrive) provide clinical clues Table 2 Immunoglobulins levels at 1 month of life 
